ABSTRACT BACKGROUND Overall mortality rates from coronary heart disease (CHD) in the United States have declined in recent
then (2, 3) . The lack of more significant reductions in CHD incidence and mortality among younger adults may be explained in part by adverse risk factor profiles. Although hypertension rates have declined, management of hypercholesterolemia has improved, and tobacco use has diminished, these positive changes may be offset by increases in the prevalence of obesity and type 2 diabetes (2, 4) .
Young women with favorable cardiovascular disease (CVD) risk profiles have a very low risk for CHD mortality compared with others (5) , and recent evidence suggests that maintaining a healthy lifestyle throughout young adulthood is strongly associated with a low risk profile in middle age (6) (9) on time per week spent on various activities over the previous year. The total hours per week spent engaged in moderate-to vigorous-intensity ($3 metabolic equivalents) physical activity (10) was calculated.
The food frequency questionnaire was completed every 4 years beginning in 1991 (8) . For each food item, participants were asked how often a specified portion was consumed during the past year. Nutrient intake was calculated by multiplying the nutrient content of each food by the frequency of intake and summed across all food items (11) . All nutrients were adjusted for total energy intake by regressing nutrient intake on total energy (12) .
DEFINITION OF OPTIMAL LIFESTYLE. We considered 6 factors to define optimal lifestyle: smoking, diet, physical activity, television watching, BMI, and alcohol consumption. These factors were selected on the basis of the evidence for their associations with CHD and current recommendations for CVD prevention. For each lifestyle factor, a participant received 1 point if she met the criteria for optimal and 0 points if she did not.
For smoking, the optimal group was defined as those who were not currently smoking. On the basis of current guidelines, we defined optimal physical activity as engaging in at least 2.5 h/week of moderate-to vigorous-intensity exercise (13) . Because there is not yet a recommendation for TV watching, we decided a priori that optimal would be defined as 7 h/week or less (14) . We defined optimal BMI as 18.5 to 24.9 kg/m 2 (15) . Table 1 ). The AHEI is an evidence-based measure of diet quality that is associated with low risk for chronic disease (17, 18) . Because we decided a priori to include alcohol as a separate factor, it is not included in the AHEI-2010 score in this analysis. *The models were stratified by age (in months) and time period and included parental history of myocardial infarction before 60 years of age, aspirin use, menopausal status, postmenopausal hormone use, parity, oral contraceptive use, and history of hypertension or hypercholesterolemia at baseline. All healthy lifestyle factors were included simultaneously in the same model. †The AHEI-2010 includes 11 components: high intake of vegetables, fruits, whole grains, nuts and legumes, long-chain (n-3) fats (eicosapentaenoic acid and docosahexaenoic acid), and polyunsaturated fatty acids; moderate intake of alcohol; and low intake of sugar-sweetened beverages and fruit juice, red and processed meat, trans fat, and sodium. The AHEI-2010 score ranges from 0 to 100 (after excluding alcohol), with higher scores representing better adherence. ‡p for nonlinearity ¼ 0.03.
AHEI ¼ alternative healthy eating index; BMI ¼ body mass index; HR ¼ hazard ratio; MV ¼ multivariable.
Chomistek et al. To obtain the best estimate of long-term dietary intake and to reduce measurement error, we used the cumulative mean of diet scores from repeated dietary assessments as described previously (12 Table 2 ). Again, the association with alcohol intake appeared J shaped, with the lowest risk among women who reported 5.0 to 14.9 g/day (p for nonlinearity <0.0001).
When the healthy lifestyle factors were collapsed into binary categories of optimal versus not optimal, each lifestyle factor remained significantly associated with lower risk for incident CHD (except television watching) and diagnosis with a clinical CVD risk *The models were stratified by age (in months) and time period and included parental history of myocardial infarction before 60 years of age, aspirin use, menopausal status, postmenopausal hormone use, parity, and oral contraceptive use. For CHD, the model also includes history of hypertension or hypercholesterolemia at baseline. All healthy lifestyle factors were included simultaneously in the same model.
CHD ¼ coronary heart disease; PAR% population-attributable risk percent; other abbreviations as in Tables 1 and 2 .
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PERSPECTIVES COMPETENCY IN MEDICAL KNOWLEDGE:
Preventing the development of clinical risk factors through a healthy lifestyle can reduce the incidence of diabetes, hypertension, and hypercholesterolemia and reduce the incidence of coronary artery disease in young women, just as a healthy lifestyle can prevent coronary disease in women with these risk factors.
TRANSLATIONAL OUTLOOK: More work is needed to identify the most effective strategies to encourage patients to adopt or maintain a healthy lifestyle.
